Background: Community participation in primary care is enshrined in international
| INTRODUC TI ON
Since then, the concept of involving patients and the public in health-care planning has gained acceptance and is enshrined in health policy across a range of international settings including the UK, 2, 3 Scotland, 4, 5 Wales, 6, 7 Canada 8, 9 and New Zealand. 10 There are examples internationally of individual and collective processes to implement community participation in primary care. [11] [12] [13] [14] [15] [16] [17] In recent years, collective processes have been adopted in several countries: for example, citizens juries 14 and patient participation groups 15, 16 in the UK, citizen juries 13 and community representatives on health service committees 18 in Australia, dialogue sessions 19 in Canada, mixed advisory committees (MACs) 20 in Italy and community participation in primary health-care organizations 21, 22 in New Zealand.
In this study, we focus on collective participation in primary care, which can overcome the reductive individualistic approach to health-care participation 20 and create a more efficient and effective health-care system. [23] [24] [25] [26] [27] It has also been shown to enhance the delivery and uptake of health interventions to address health inequalities, [28] [29] [30] [31] [32] and increase community cohesion and leadership. [31] [32] [33] [34] Despite this international policy context and efforts to implement community participation in primary care, there are major gaps in our understanding of its purpose, processes and outcomes. 32 There are limited data across the multiplicity of stakeholder perspectives on implementing community participation in primary care in practice, and community perspectives are rarely captured. 27 Furthermore, there is a lack of evidence for how the various stakeholders work together in a primary care setting to implement community participation within interdisciplinary teams. Lack of clarity and agreement between stakeholder groups about the roles of community representatives remains a major obstacle to effective community participation. 18, [35] [36] [37] Although theory has been used to understand how far patient and public involvement (PPI) was embedded within health-care research in certain areas, 38 there has been no use of theory to study community participation in practice despite the call for theoretically informed, empirical analysis of implementation to generate insights and transferrable lessons for community participation in primary care across settings. 39 This is a priority for research, policy and practice. 32 In Ireland, community participation in primary care became enshrined in health policy with the launch of the 2001 primary care
strategy. This strategy sought to transfer most health-care provision into the community to be delivered by interdisciplinary primary care teams (PCTs). 40 PCTs were encouraged to ensure community participation in service planning and delivery. A greater input from the community and voluntary sector was proposed to enhance the advocacy role of PCTs. 40 Despite this, and other interim measures such as the national strategy for service user involvement, 41 involvement of patients and communities in the development and running of PCTs is not routine practice across the country, 39, 42, 43 is hard to achieve, 44 and is generally not regarded by service providers as an important resource for PCTs. 45 Therefore, the aforementioned gaps in international literature are also relevant to the Irish context.
43,46

| R ATI ONALE FOR THIS S TUDY
The aim of this study was to address these international and national gaps in knowledge and to conduct a theoretically informed, multiperspectival empirical analysis of the implementation work that has taken place in Ireland to embed a programme of community participation in primary care (known as the Joint Initiative). This study focuses on the implementation of community participation on PCTs.
| ME THOD
| Study context
This study took place within the Irish primary health-care context following the end of a nationwide funded initiative-the Joint Initiative (JI)-to support community participation in primary care.
As a function of the JI, a range of community participation activities were developed including community needs assessment, health promotion and mental health awareness programmes, and community representation in the development of local primary care services 42, 47 As mentioned above, the focus of this study was on collective community participation processes on PCTs in Ireland.
| Study design
The analysis in this study is drawn from a larger qualitative retrospective case study (2011) (2012) (2013) (2014) of the JI programme. The design of the study was in accordance with Yin's recommendation for use of case studies to explore a phenomenon within its real-life context. 
| Sampling and recruitment
Following the principles of purposeful sampling, 49 and in consultation with the external consultant who had evaluated the JI, 42 four case study sites were chosen from the 19 JI demonstration projects to represent the geographical spread of the projects, the level of This group had a long history of working in the area of community participation and had good experiences of enacting community participation on PCTs and with the larger primary care network. There was reported successful interaction with the PCT. experience with community participation, the various populations involved, and the "successful" and "less successful" interactions with
PCTs (see Table 1 ).
The research participants (n = 39) were identified and invited to participate in the study via gatekeepers at the four case study sites.
Gatekeepers were paid project coordinators at each site who communicated with community representatives and health service employees and managers about the study and extended the invitation to them to participate in focus groups or interviews.
Participants were categorized as follows:
1. Community representatives* who had been involved in the JI demonstration projects and had some experience of interacting with PCTs within this context (n = 27). 
| Ethical approval
The Irish College of General Practitioners (ICGP) in Ireland provided ethical approval for this study.
| Data generation
We employed normalization process theory (NPT) to inform data generation and analysis. See Box 1.
Participants were contacted via gatekeepers and chose their preferred method of data generation (ie semi-structured interviews or participatory learning and action (PLA) focus groups). PLA focus groups and data generation methods 50, 51 were used with community representative groups where possible. PLA focus groups involve the use of PLA techniques with inherent visual and analytic techniques.
They were valuable because they allowed community representatives' perspectives to be shared across and between participants and for preliminary data analysis to be conducted in a collaborative and participatory fashion. 52,53 see Box 2. These techniques have been previously used with migrants and people with aphasia. [53] [54] [55] [56] [57] Community representatives chose focus groups as their preferred method of data generation as these research sessions were held to coincide with their usual scheduled meetings, which was convenient and time-efficient. Community representatives also indicated that it was a welcome means to reflect together on their community participation practices and their shared experiences of interacting with the PCT.
Interviews were favoured by health-care professionals, GPs and HSE service planners and policymakers, allowing the participants to speak within their own conceptualization of the phenomenon of community participation in primary health care and to make this explicit. 58 They were more convenient for this cohort of participants as the interviews were scheduled at a time and location suited to the individual and did not interrupt their busy schedules of work.
Gathering data from both focus groups and interviews provided rich narrative accounts, which were analysed for shared and differential perspectives and experiences between and among the participant groups, and across and between case study sites (Table 1 ).
| Data analysis
All interviews and focus groups were recorded and fully transcribed for analysis. Participants chose a pseudonym to maintain anonymity.
Two researchers were involved in the focus groups, ET and RME.
ET undertook all interviews. Data analysis for the wider project pertaining to community participation in primary health care was led by ET and deliberated in data analysis meetings with AMF and RME.
Data analysis for this study specifically focused on data pertaining to community participation on PCTs and was led by ET. Analysis was then discussed and developed with AMF and AH.
Deductive data analysis 59 was informed by normalization process theory (NPT) using NVivo. While there were different data generation methods used, with implications for group reflection (focus groups) versus individual conceptualization (interviews), data from both methods resonated with the four constructs of NPT. This indicates that the data generation methods did not impact on the conceptual nature of the results.
Findings per construct were analysed asking "how strong is the implementation of community participation in PCTs?" There is no recognized system for this layer of NPT analysis. Therefore, a working definition for strong implementation was developed by the research team (see Box 1) and was used as a benchmark to classify the implementation as strong, medium or weak ( 
| Quality and rigour
Several steps were taken to increase the quality and rigour of our results. 60 These included the following: recording of reflective notes during fieldwork, regular data analysis clinics for NPT analysis, member checking with participants via email and face-to-face meetings as well as feedback sessions with participants. NVivo 10 software was used to facilitate data coding and analysis and sharing data across the research team. These steps were continued until there was sufficient, thick description in the data, that is until data saturation had been reached. 60 
| RE SULTS
Participants (n = 39) were paid and unpaid community representatives (n = 27); HSE health-care professionals working on PCTs (n = 5);
HSE service planners and policymakers who oversee the development of PCTs (n = 4); and GPs (n = 3) (see Table 1 ).
| Coherence: Can stakeholders make sense of community participation on PCTs as a new way of working?
All participants in the study considered that community participation on PCTs was about meaningful reciprocal relationships between stakeholders to represent the voice of the community in primary health-care delivery generally and at the PCT meetings more specifically. For GPs, the introduction of community representatives on PCTs elicited a fear that they would lose control of their work, and this was a concern for them at the start of the process. Buy-in to this way of working for community representatives happened because they were invited to be a representative on the PCT by "champions of the JI" who were known to them. This was usually a community development worker, project coordinator or PCT work 
CS Site 2)
They also had personal motivations and became involved because they lived locally and had a vested interest in the area.
It was also an opportunity to share information with the PCT about particular community projects with which they were involved.
I felt that I had a contribution to make, when they asked me that night why do you want to be a rep and I said I was hoping to give [something back to the community]. I had worked on a mental health group for a long time before it, and even though I knew it wouldn't be just representing in the mental health I felt I could be a voice for them [the community] as well on the team [PCT]. (Tess, FG, Unpaid PCT Community Rep, CS Site 2)
Buy-in for health professionals was also influenced by champions of the JI and existing relationships, which supported the set-up and roll-out of PCTs.
So those relationships were there, and we had done an initial bit of work and I guess maybe there was reasonably high expectations of the roll-out of primary care teams and maybe the impact it would have and maybe the opportunities for communities to become involved. (John Walsh, Interview, Paid Primary Care Development Worker, CS Site 4)
For some health professionals, it fitted with the community development model/social determinants of health and their philosophy of work in a paid professional role.
Actually primary care is a huge opportunity for social work to go back to its roots about being a community social worker, and I suppose that's one of the reasons I was particularly interested in, in primary care and in this project was that it is about those, those skills and values that social work began with, is actually engaging local communities in having a say in what they want in their own health and their own wellbeing. (Thomas, Interview, Paid Social Worker PCT, CS Site 4)
Motivation for policymakers was that community participation on PCTs connects with primary care strategy and therefore "activates" the policy on the ground.
Well, I suppose it goes back to the primary care team involvement and the national primary care strategy which obviously advocates this element (community participation on PCTs). (Paddy, Interview, Paid Primary Care Development
Officer, CS Site 1)
Cognitive participation was strong. This means that stakeholders from all groups bought into this way of working because they were invited by champions, and existing relationships supported the work.
There were also complementary, differential motivations for community and professional participants that fuelled interest and responsiveness to invitations to get involved in the JI.
| Collective action: What do stakeholders need to enact community participation on PCTs in daily practice?
All participants talked about the importance of a paid role to coordinate this work.
I don't think it would happen unless somebody specifically has that role or mandate to do it because it's just understood that it will happen. (Shell, Interview, Paid Migrant Health Forum Coordinator, CS Site 1)
The training provided was also valued.
However, despite these levers, participants across sites and across stakeholder roles emphasized the barriers they experienced while trying to get this way of working into practice. Third, GPs were also frustrated about the community development style of working, which they felt took up a lot of time and did not necessarily need their input.
Yeah, I wouldn't have the resources to travel. My own role I did it purely on a voluntary basis, I had to make up the time elsewhere. I was rushing, like there was tea and sandwiches provided which was great so I didn't have to miss my lunch, but it was a bit of a chore. (Tom, Interview, GP, CS Site 2)
Where community representatives did get to participate in PCT meetings, there was a lack of clarity among some health professionals about the precise role of the community representatives at those meetings. There were misunderstandings about issues such as loss of confidentiality at meetings, and what the community representatives were trying to achieve.
But we were trying to kind of get across the idea that the community reps weren't here to discuss specific clients, they were
here to discuss broader issues and they could bring stuff to us and we could advise them of things that they could share with the community, but the team wasn't ready, that's the reality.
(Thomas, Interview, Paid Social Worker PCT, CS Site 4)
Furthermore, the community representatives felt their role was tokenistic.
I suppose the only other negative impact … a negative thing would be I don't think we are seen as equal partners by the clinicians. And that is a difficulty. (Midge, FG, Unpaid CHF Member, CS Site 2)
Management felt that GPs did not appreciate the role of community representatives on the PCT. However, for GPs this "distance" was explained by their view of community participation in primary care more generally. They did not feel the need to interfere with the work of the community and just allowed community representatives to get on with it.
I think the GPs
So a lot of the over 50s club and they had the community bus run for the elderly, so these services were run totally [by the community], we didn't really have much to do with them. We would support them and say yes it's a good idea, but the rest as a team ran with it themselves. (Dock, Interview, GP, CS Site 2)
Collective action was moderate. This means that available resources and training were important levers for enacting community participation on PCTs. However, the PCTs were not sufficiently developed for community participation to operate effectively. This impacted on relationships in the team, and community representatives did not feel that they were viewed as equal partners at the PCT meetings.
| Reflexive monitoring: Can stakeholders formally or informally appraise the impact of community participation on PCTs?
All participants agreed that community participation on PCTs is hard to evaluate or measure. Community participation on PCTs When people were asked to informally appraise the impact of community participation on PCTs, the biggest benefit cited across all stakeholders and case study sites were increased awareness about services available in the community and among HSE personnel about community projects and the role of community workers. Similarly, GPs were generally less positive about this work and felt they had little to contribute to the community participation on PCTs process.
My difficulty was while I hope I contributed a bit, I'm not too sure how much my contribution is relevant to these community groups really. (Tom, Interview, GP, CS Site 2)
Across all participant groups, there was uncertainty about the future of community participation on PCTs. There was agreement that it is a challenge to sustain this way of working. In particular, the lack of resources to sustain the PCTs was cited as a challenge for the future. The economic recession impacted the work, and there were significant budget cuts, introduced around the time of fieldwork, which decimated the scope for continuing the work initiated by the JI and starting new projects in other settings. Reflexive monitoring was weak. This means that informal appraisals of community participation on PCTs were quite positive, but it was hard to formally evaluate or measure. The scope for sustaining the work and transferring lessons learned to other sites was considered to be very poor, particularly in the context of the economic recession that decimated resources.
| D ISCUSS I ON AND CON CLUS I ON S
| Summary of key findings
There was a shared understanding about the idea and potential value of community participation on PCTs among stakeholder groups involved in the JI across roles and case study sites, but this did not hold across the wider network of stakeholders on PCTs and community.
Stakeholders across groups bought into this way of working because they were invited by passionate and convincing "champions."
Existing relationships and complementary motivations also fuelled buy-in.
There were positive examples of enacting community participation on PCTs, supported by available resources and training.
However, it was challenging because it is time-consuming work for those in management roles. Furthermore, it was taking place against the background of poorly functioning PCTs as well as confusion and concern about community representatives' role at PCT meetings.
This thwarted health-care professionals' confidence in the work and inhibited meaningful engagement experiences for community representatives.
There were informal, positive appraisals of impact from most stakeholder groups. There was also consensus that impacts are difficult to capture formally and that sustaining and transferring the work that had started was going to be very difficult in the context of the economic recession.
| Methodological critique
This study is a snapshot of a funded national initiative introduced in
Ireland at a particular point in time and represents findings from four case study sites within this larger initiative. We recognize that in this study both the case and its context were changing over time. The national initiative began during an economic boom, and our fieldwork took place after a global recession that impacted considerably on Irish health care generally, and the scope for community participation in particular.
A strength of this study is that it adds the unique voice of community representatives that is absent from the literature, 27 using methods that were valuable to elicit shared and differential views about community participation experiences. Also, by drawing on a theoretical framework for implementation, we have highlighted the levers and barriers to implementation of community participation on PCTs across the multiplicity of stakeholder perspectives not reported elsewhere. Illuminating these levers and barriers across the various stakeholder perspectives using a theoretical framework offers the opportunity for comparable analyses of similar initiatives in other health-care jurisdictions. [66] [67] [68] In relation to the multiperspectival analysis, the participation of more GPs in the fieldwork would have been beneficial. GPs are core members of PCTs and vital to their effective functioning. Acceptance of community representatives at PCT meetings may be dependent on their attitude. Indeed, the fact that recruitment of GPs was only possible in one case study site may tell us something about why community representatives felt they were not respected in this role by health professionals and GPs, in particular, although this would need further investigation.
| Comparison with literature
Similar to findings about PPI in research, 38 effective community participation on PCTs is supported by shared understanding of the moral and methodological purposes of participation, a key coordinator, a positive and engaged team based on relationships established and maintained over time and a proactive and systematic approach to evaluation. In keeping with the international literature, there was general enthusiasm for community participation in planning primary health care via PCTs across stakeholders in this Irish study. 18 The potential benefits of community participation on PCTs, such as improved service delivery and increased awareness, were recognized. [24] [25] [26] [27] 69 Visionary leaders who are committed to working with communities were an essential ingredient of encouraging buy-in and commitment to community participation. Community workers acted as what have been identified elsewhere in the literature as "boundary spanners," 70, 71 which means that local people were drawn into the process and, with increased confidence, became advocates and translated and mediated between local people and professionals. 21, 70 However, despite a considerable investment of resources through the JI to build capacity for this work, clarity and agreement between different stakeholder groups about the roles of community representatives was problematic, as cited elsewhere, [35] [36] [37] and GP concerns about the potential for negative impact on their practices was reported. 21 From an NPT perspective, this lack of clarity and confidence will undermine the workability of community participation in PCTs in practice. The challenge seems to be in reaching the full network of relevant stakeholders to enhance understanding, engagement and readiness for community participation on PCTs.
| Implementation and enactment
It is not possible to consider community participation outside a political context. 72 This analysis has highlighted that there were two political innovations at play In Ireland at the time of this study: the introduction of primary care teams via the primary care strategy and the introduction of community participation on PCTs via the joint initiative. The problems with full implementation of interdisciplinary team working are not unique to Ireland. 73 From an NPT perspective, in this analysis, while this dual interplay did not seem to impact so much on sense-making or engagement processes, it clearly impacted on the readiness of PCTs to enact community participation on PCTs. Put simply, community participation on PCTs, without a proper PCT structure, is hard to enact.
Participants in this study were adamant that PCTs should be fully resourced and running effectively before community participation is introduced.
The implementation and sustainability of community participation in PCTs in Ireland will be limited unless the functioning of PCTs themselves is stronger, there is increased confidence and clarity on community representatives' roles among all health-care professionals, and more sophisticated methods for formal appraisal are employed. Future research could investigate how training in methods to enact community participation on PCTs could enable shared understanding to be achieved and clarity of roles to be developed.
Evaluation strategies could be built into team processes early on to investigate impact and outcomes on PCT activities. Evaluative frameworks that capture a range of outcomes including unforeseen ones should also be developed.
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